The *Oxford Textbook of Infectious Disease Control*, although comparatively short, admirably covers the ground, both epidemiologically and historically.

In the same way as knowledge of geography began in ancient times in the Mediterranean region, extended to Europe, and finally, in the age of exploration, spread to the rest of the world, so it was with control of infection. The stimulus was the Black Death, which had begun in the Ottoman east and, by the 1340s, progressed across Europe. Thucydides had recorded in the fourth century BCE that prayers to the gods were of no avail in averting plague, so other, more tangible measures to control the disease were needed.

The starting points for control were the ports of Italy, particularly Venice and Genoa. A *cordon sanitaire* was established around the entire Italian peninsula and at the Austrian Empire\'s border with Turkey along the Danube. This cordon was implemented by preventing merchant ships from landing anywhere other than at designated ports, by policing with gunboats on the sea, surveillance towers and lookouts on the beaches, supplemented by isolation facilities or lazarettos and dedicated cavalry detachments on land. These precautions were so successful that they prevented the entry of plague into Europe and were the reason why no further plague epidemics struck England after 1665.

The principle of isolation led worldwide to the building of special hospitals for skin diseases such as smallpox and leprosy and, ultimately, to fever hospitals, particularly for diphtheria, scarlet fever, and cholera. In Paris, the Hospital for Sick Children, established in 1800, initially admitted infectious cases, with consequent high mortality from cross-infection.

By 1852, when Great Ormond Street Hospital was founded in London, cross-infection was avoided in the children\'s wards by admission of such cases as perhaps smallpox, scarlet fever, and diphtheria to fever hospitals. It was not until Florence Nightingale\'s guidelines, with recommendations on sanitation and hospital environment first outlined in *Notes on Nursing* (1860), were instituted that cross-infection in most hospitals began to be controlled. Physical means of controlling infection are still used when a new disease appears, such as SARS or the novel Middle East respiratory syndrome coronavirus.

The introduction of vaccination encouraged a more community-based approach: patients with smallpox were taken from their houses, placed in sealed carriages, and thence taken to isolation units, where vaccinated staff looked after them. The families of patients and any contacts were simultaneously vaccinated, thereby creating a barrier of people with immunity. This approach from containment to elimination culminated in a national and then an international strategy, leading to the eradication of smallpox in 1976. Similarly, rinderpest was eradicated in the early years of this century by use of similar methods, the only difference being that the infected animal was killed rather than nursed back to health.

Cliff and Smallman-Raynor review current attempts to eradicate measles and polio with immunisation and a similar strategy to that used so successfully for smallpox. Elimination of polio presents particular difficulties because of cultural and political resistance to immunisation in Nigeria, northern Pakistan, and Afghanistan. The problem has been compounded by fresh outbreaks in nearby, previously polio-free territories by migrants from these polio-endemic zones. This has led to repeat programmes of surveillance and vaccinations in these areas.

For diseases such as whooping cough, tetanus, mumps, rotavirus, and influenza, immunisation is largely used in control efforts, because for a realistic prospect of elimination an infection must be confined to human beings. Alternatively, as in the case of the guinea worm, provision of clean drinking water and reduction of the intermediate hosts in wells and ponds could lead to eradication of the disease.

The authors also discuss very well several ill-fated attempts at elimination: hookworm in 1905, which failed because sanitation could not be provided; yellow fever in 1917--77, which failed because there was a non-human reservoir of the virus; yaws in 1954--67, which failed because unapparent infection was underestimated; and malaria in 1955--69, which failed because of vector resistance to insecticide.

Other historical factors discussed are of particular relevance today, with the UK Joint Committee on Vaccination and Immunisation loath to extend the remit of the chickenpox vaccine, meningococcal type B vaccine, or the newer human papillomavirus vaccine.

Last, Cliff and Smallman-Raynor include a detailed analysis of the development of the international organisational control of infection, in which WHO now plays a central part, and a useful introduction to the mathematics of the epidemiology of infection, the modelling of these diseases, and the effect of interventions. The illustrations and maps are a delight and will inform any lecture on the topic of infection. The book is to be recommended.
